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HISTORY OF THE CASE AND DIAGNOSIS.
By Hugo Summa, A.M., M.D., Professor of Pathology and Clinical Med-

icine at the Marion-Sims College of Medicine, St. Louis, Mo.

The patient was Mr. Conrad Beck, 42\m=1/2\years old, a
German, machinist, married, and the father of four
children. The anamnesis shows a very good family
history. The patient's mother is still living, while his
father died of senile marasmus. All of his brothers
and sisters are in good health and there is no inclina-
tion to diseases of the stomach in any member of the
family.

The patient has always enjoyed good health, with
the exception of an attack of measles when a boy.
Does not remember any trauma, either in the region
of the stomach or in any other part of his body.

In the early part of June 1897, the patient noticed
pain in the region of the stomach, particularly severe
soon after eating, and also a somewhat impaired
action of the bowels amounting to constipation. Both
of these symptoms appeared somewhat abruptly.
About three weeks afterward, on June 25, 1897, he
had four gastric hemorrhages within a day and a half.
The blood was light red without admixture of air.
Dr. Louis H. Davis, who attended him at that time,
estimated the amount of blood lost at one and one-half
gallons. In the early part of July, I was consulted for
the first time in the case. The symptoms at that time
were chiefly subjective. He complained of pain, which
was increased during digestion, in the region of the
stomach, and also of pain on pressure near the junc-
tion of the cartilages of the eighth and ninth ribs of
the left side. There was at no time an impairment
of the appetite nor any vomiting, but there was obsti-
nate constipation. No tumor was visible or palpable.

After a thorough deliberation, in which the differ-
ential diagnosis between cancer and round ulcer was
•carefully considered, a decision in favor of round
ulcer was made and Leube's treatment was instituted.
The severe hemorrhages preceding the first consulta-
tion seemed to preclude the investigation of the case
by means of test meals. It was a reasonable expecta-
tion to clear up the diagnosis ex juvantibus by the
Leube treatment, but this proved to be the mislead-
ing feature and for three months obscured the clinical
observation of the case. Leube himself lays greatstress upon the value of his method of treatment as a
means of confirming a doubtful diagnosis of ulcus
rotundum,; in fact, he says that the favorable result

of the treatment justifies a conclusion in favor of the
positive existence of an ulcus rotundum. Boas
considers the same conclusion justifiable when his
method of treatment is beneficial in the same kind of
a case. His treatment consists in gradually increas-
ing doses of nitrate of silver. This method was ap-
plied after the case was turned over to my exclusive
supervision, in November, and was followed by even
better results than Leube's treatment, which had un-

doubtedly benefited the patient during the months of
July and August.

After a second consultation in September, Fleiner's
treatment was tried, because on account of the bene-
ficial results obtained by Leube's treatment we were
under the impression that the case was one of round
ulcer. The Boas treatment, which was tried in No-
vember, was followed by the most encouraging im-
provement, but December 24 a gradual recurrence of
the old symptoms was noticed.

It now seemed justifiable to risk the introduction of
the stomach tube and this was done every day for
two weeks beginning December 26. Through the tube,
Ewald's test-breakfast or Riegel's test-meal was
expressed for the purpose of gaining a knowledge of
the motor, secretory and digestive functions of the
stomach.

The result of these gastranalyses was always the
same. The total amount expressed never exceeded 20
c.cm. Free hydrochloric acid was never present, nor
was there any lactic acid. The total acidity varied be-
tween 10 and 20 per cent. Yeast fungi and sarcinas
were absent and only very few bacteria were found by
microscopic examination. Remnants of meat and
starch, well advanced in digestion, occurred and red and
white blood corpuscles were found in the same rela-
tive proportion as in the blood in each specimen of
the stomachic contents that were examined micro-
scopically. Toward the end of the expression of the
contents, a very slight hemorrhage was noticeable
macroscopically but no trace of tissue could ever be
detected.

After carefully weighing the symptoms that present-
ed themselves in this peculiar case there were left
three points that appeared more in favor of carcinoma
than of ulcer. These were permanent absence of
hydrochloric acid, no vomiting and the age of the pa-
tient, while the remaining symptoms could be
explained as well under the assumption of ulcer as of
carcinoma.

The patient had lost twenty-seven pounds in weight
during seven and one-half months. There was a
cachectic appearance gradually becoming apparent,
while the anemia seemed to be disappearing when
judged by the visible mucous membranes.

Based upon these carefully observed facts a final
diagnosis was made of ulcerated cancer of the stom-
ach located between the cardia and the pylorus. The
patient was then sent to Prof. Bernays for an explora-
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tive section with a view of possibly removing the
affected tissues.

THE OPERATION OF EXCISION OF THE STOMACH.

By Augustus Charles Beenays, A.M., M.D., Professor of Anatomy and
Clinical Surgery at the Marion-Sims College of Medicine,

St. Louis, Mo.

It has been known for years that the entire stomach
can be successfully removed in dogs, and that these
animals remain alive in perfect health for years. The
best known case is the Czerny dog who lived over five
years without a stomach and was then in perfect health
when killed for the sake of a scientific experiment.
Portions of the stomach have been successfully ex-
cised in cancer cases by over 150 surgeons. The parts
removed involved from one-tenth to eight-tenths of
the organ. The entire stomach was successfully
removed from a female patient aged 53 years, at
Zurich, by Dr. Schlatter. Six months after the oper-
ation the woman had gained twelve pounds in weight
and is now in good general health.

In all cases that have ever been operated upon suf-
fering from cancer of the stomach, the exact portion
of the stomach which was to be removed was deter-
mined after the abdomen was opened. It is practically
impossible to predict in any case the operation which
must be performed. I have usually preferred pallia-
tive gastro-enterostomy to a partial excision of the
stomach and in some cases have been satisfied to
merely curette away the masses of neoplasm which
were found obstructing the pyloric orifice.

There is no doubt in my mind after an experience of
more than seventy palliative operations that these
measures have been of benefit to the patients in pro-
longing life and in alleviating pain. In some cases
the results were simply wonderful. I saw a patient
upon whom I had done a gastro-enterostomy gain
thirty-five pounds in weight in about two months and
another from whom I curretted away over a pound of
tumor-mass within the stomach, gained twenty pounds
in one month. Both patients died within the year
from the continuation of the carcinomatous cachexia
and the continued growth of the neoplasms. Pallia-
tive operations in cancer cases are never indicated
when a radical and scientific operation can be per-
formed. For instance in cases of cancer of the breast
and in uterine cancers which come to us early enough
we no longer remove the tumor alone, but always the
whole organ. We are not justified in merely removing
the whole of the diseased organ, we must also remove
the lymphatics leading away from the organ as com-
pletely as possible. I invariably do this radical oper-
ation in cancers of the breast and also of the womb.
In the latter class of cases I have abandoned the old
vaginal hysterectomy in favor of the operation of
removing the broad ligaments and the womb through
the abdomen. My mortality in the latter operation is
less than 10 per cent, and no doubt will continue to
decrease with a larger experience and a better tech-
nique. The length of time that patients remain free
from a return is certainly much increased and there is
a chance for a radical cure

No kind of cancer is more certainly fatal than can-
cer of the stomach, and if the operation of gastrec-
tomy can be successfully performed it must be done
early and before the cachexia has brought the patient
to the brink of the grave. As in other organs the
total removal of the stomach is the proper operation
in incipient cases. In fact, there can scarcely be a

doubt in the mind of any medical man that if an
excision of a cancer of the stomach is to be made at
all it ought to be a total excision. Partial excisions
must be abandoned, and in fact have been abandoned
in favor of gastro-enterostomy, curettement or some
other merely palliative measures of treatment. I have
not done a pylorectomy for over three years and I find
that the Germans have almost abandoned the partial
resections of the stomach in favor of palliative
measures.

The future treatment of incipient cancer of the
stomach will be the total or nearly total excision of
the organ. Our plain duty is to work toward a per-
fection of the technique of this operation. My object
in reporting the following fatal operation is to add
what I have learned to the very meager stock of infor-
mation we have about this new operation and to make
some suggestions tending toward an improvement of
its technique.

The patient, whose clinical history is detailed by
Prof. Hugo Summa, entered the Rebekah Hospital
Jan. 9, 1898. He was carefully prepared for the
operation of celiotomy in the usual way, by baths, a
purge and antiseptic pack, and by a properly restricted
diet. The operation was begun January 11 at 9 a.m.
and primarily consisted in an explorative abdominal

V.

Fig. 1.—Diagram of horizontal plane at tenth dorsal vertebra. Dis-tance from esophagus to pylorus shown in a normal case and is aboutone-fifth the length of the major curvature, usually not more than five
inches.
section in the median line between and extendingfrom the ensiform process to the umbilicus. The
hand having been introduced and made to explorethe entire surface of the stomach, detected a hard
umbilicated irregular tumor involving the entire
minor curvature of the stomach excepting about one
inch of the pyloric end. There were only three small
indurated lymph glands, and they were situated near
the major curvature of the stomach in the omentum
majus. The whole mass was freely movable, except
where it was bound down to the pancreas by adhe-
sions. There were no symptoms of obstruction and,
in fact, the pylorus was normal. The operation of
gastro-enterostomy was thus plainly contraindicated
and the only thing to be done was a removal of the
cancerous growth. I hesitated, but the conclusion
that the extirpation of the diseased organ was the onlyrational thing to do was inevitable and I proceeded
with the operation. The first step was the transverse
section of the pyloric extremity of the stomach, one
inch from the duodenum. I next closed the two
orifices made by the cut by means of clamps. The
duodenal end was drawn out of the abdomen and

Downloaded From: http://jama.jamanetwork.com/ by a Monash University Library User  on 06/18/2015



placed upon the right side of the abdomen entirely
out of the way. A large plug of gauze was inserted
into the pyloric stump to prevent the escape of intes-
tinal contents. The freeing of the posterior wall of
the stomach from its adhesions to the pancreas was
next done and was a piece of difficult dissection. I
next ligated and cut off the stomach from its omental
connections along the major curvature to the fundus.
At this time, while drawing the fundus out of the
cavity in order to ligate and cut off the gastro-
splenic vessels and ligaments, a small quantity of
gastric contents escaped, but was caught to a great
extent upon pieces of gauze that were kept in readi-
ness. The stomach was now free from all its connec-
tions excepting the minor curvature and the esophagus.
There had been no hemorrhage of any account up to
this time, as nearly all the vessels were tied before
being cut. The entire operation was free from danger-
ous hemorrhage.The separation of the minor curvature from the
crura of the diaphragm, the aorta and the structures
lying in front of the vertebral column was difficult
only on account of the depth of the cavity, the neces-

sity of operating in a badly illuminated field, so that

Figs. 2 and 3.—These diagrams show the manner and «xtent to which
the stomach was involved in the neoplasm.
the sense of touch was often a more reliable guide
than sight. I succeeded in freeing the minor curva-
ture up to the esophagus by means of short clips with
the curved scissors. The cancerous growth had
shortened the distance between the cardia and the
pylorus to about four inches. It was evidently a
cancerous ulcer which had a tendency to become
scirrhous. The outer surface of the growth was hard,
while the inner or mucous surface was ulcerated.

After the entire stomach was freed from all its
connections I caught the esophagus with a pair of
forceps and cut it across about one-fourth of an inch
above the cardia and found a small tongue-like piece
of the cancer had grown into the esophagus but had
its pedicle in the stomach. I also left a small strip
of stomach attached to the esophagus, which I
intended to use as a handle by means of which I
could pull down the esophagus. This slip proved to
be too weak and was soon afterward cut away.

The next step in the operation was the bringing
together of the stump of the pylorus and the esoph-
agus. The pyloric stump was freely movable and

easily drawn upward, but the esophagus proved well-
nigh unmanageable on account of its elasticity and
great tendency to slip away through the foramen
ovale of the diaphragm. The toothed forceps with
which the assistants pulled the esophagus down-
ward slipped off several times during the suturing
which I now began. The method which I adopted
of making a direct union between the stump of the
pylorus and the esophagus seemed to be easier of
accomplishment than the plan which Schlatter
adopted of bringing up a loop of the jejunum.
There was quite a disparity in the lumina of the
esophagus and the pyloric stump, but the esopha-
gus just-above the cardia is very lax and dilatable

'd'£

Fig. 4.—Diagram showing the stump of the pylorus pulled up and
esophagus drawn out of the foramen ovale of the diaphragm.
I could easily introduce three fingers without stretch-
ing it perceptibly. I have successfully united the
ascending colon to the ileum, end to end, and found
that the closure was entirely satisfactory. The method
I used in this case was simply to make the stitches
in the pyloric stump a little farther apart than in the
esophagus. The stitches included all the layers of
the wall excepting the mucosa. I united the pos-
terior wall first by a series of stitches which were
tied upon the mucous side. These stitches united
more than half the circumference of the orifices.
Next, three stitches were inserted on the lateral
aspects. The knots were tied upon the outer surface
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of the canal. Lastly, three or four stitches were
placed and tied externally upon the anterior aspect of
the esophagus and the pylorus. The line of sutures
was not as neat as I could have wished, but I was com-

pelled to be satisfied with the work and as I will show
later on the stitches held perfectly.

The space which was left after the removal of the
stomach was filled out to a large extent by the trans-
verse colon, the splenic flexure and the coils of the
jejunum, which sank into the excavation of the dia-
phragm. I found it necessary, however, to fill up
a part of the space by means of a gauze pack. The
toilet of the peritoneum was made by means of dry
gauze sponges. I use bi-sterilized gauze, made by
Johnson & Johnson, of New York, which I found to
be absolutely reliable. After the toilet had been
most carefully completed I inserted two strips of
the gauze, one upon each side of the line of union
between the pylorus and esophagus. This was a
precautionary measure and was intended to protect
the general cavity against infection in case of a leak
at the line of sutures. The ends of these two gauze
strips as well as the ends of the gauze which lay
between the transverse colon and the diaphragm were
conducted out of the belly at the upper end of the
median incision. The first incision was closed in the
usual way up to the point of exit of the gauze drains.
A large moist gauze dressing, which was held in place
by a binder, was applied over all.

The entire operation had taken two hours and six
minutes. Chloroform was the anesthetic used. Silk
was used for all sutures and ligatures. An intravenous
infusion of physiologic salt solution was made by Dr.
Spencer Graves, who together with Dr. Robert E.
Wilson and Dr. Frank M. Floyd, rendered me all
necessary assistance. At the conclusion of the oper-
ation the patient was in fairly good condition; pulse
was about eighty and of good volume. There was no

pronounced shock, and indeed the patient rallied
nicely from the immediate effects of the operation.

The patient was sustained by nutrient enemata and
for the first twenty-two hours seemed to remain in
the same condition, with the exception of an increased
pulse rate, which ranged from 114 to 124 per minute.
There seemed to be a fair chance for a successful ter-
mination. During the day, however, he grew weaker,
complained of thirst and the pulse remained above
120 all the time. His temperature never reached 101
degrees and he succumbed about thirty-six and one-
half hours after the operation.

We had no permission to perform a regular autopsy,
but my assistants removed the gauze pack soon after
death and found that there was no sign of peritonitis
and that union between the sutured ends of the ali-
mentary canal, which were in good apposition, was
excellent.  The cause of death is not quite clear, but
I think that the long-continued chloroform narcosis
and the impossibility of satisfactorily nourishing the
patient, as well as the possibility of the absorption of
some escaped stomach contents, must be held to be
sufficient to explain the unfortunate result.

In future operations I shall use a rubber tube
attached to a silk cord long enough to be passed up
through the esophagus and out of the mouth. This
tube I will leave in the duodenum, extending from

.

about the beginning of the jejunum to near the open-
ing of the larynx. By pulling it up into the pharynx
nutrient predigested fluids can then be injected at
regular intervals as may be deemed expedient.

In order to facilitate the suturing between the
esophagus and the lower gut, be that the pylorus, the
duodenum or the jejunum, I would suggest making
the union before the stomach is completely cut off
from the esophagus. By this means the esophagus
can be pulled down and made accessible. Nearly all
of the sutures can thus be inserted before the esoph-
agus is cut off.

Union Trust Building.

THE PSYCHOLOGY AND PHYSIOLOGY OF
THE LAYING ON OF HANDS AND

OF HYPNOTISM.
Presented to the Section on Physiology and Dietetics at the Forty-

Eighth Annual Meeting of the American Medical Associa-
tion at Philadelphia, June 1-4, 1897.

BY RANDELL HUNT, M.D.
VICE-PRESIDENT OF THE SHREVEPORT MEDICAL SOCIETY AND MEMBER

OF THE LOUISIANA STATE MEDICAL ASSOCIATION.

"The smallest hurts sometime increase and rage
More than all art of physic can assuage;
Sometimes the fury of the worst disease
The hand, by gentle stroking will appease."\p=m-\Solon.

Socratic reasoning is being revived, and in the garb
of Baconian induction is demonstrating particular
truths and predicating general principles that astound
even the learned, relegating to their proper place
among the relics of barbaric times, intolerance, fool-
ish ridicule, and impotent invective. No longer is
the medical profession ready and eager to deride
and martyrize a Harvey and a Jenner, nor a French
Academy of Science to deny the actuality of meteor-
ites; for science and wisdom walk hand in hand, giv-
ing to the world knowledge of universal truths, and
power to observe and practice them.

Before man is in a position to take advantage of all
these psychic facts that science is in some sort free-
ing from the mystery that has shrouded them, it is
necessary for him to know the attributes and func-
tions of mind, and so to appreciate his own potenti-
ality and to cognize the harmony between individual-
ity and nature. The correlative functioning of upper
and lower brains—whether upper or lower—the inter-
relations of psychology and of physiology, become the
matter for most close and searching investigation on
the part of the student of the remarkable phenomena
that are daily resultant from scientific experiment in
the special fields under present consideration. Only
by assiduous study of this nature can the scientist
equip himself for individual attempt towards the
solution of the human-enigma that still presents, des-
pite all that has been achieved, the greatest difficul-
ties and complexities.

The laying on of hands, hypnotism, normal sleep,
spontaneous and artificial somnambulism, and dual
consciousness, present such similar phases of mind
conditions that I will endeavor to describe all as

being subject to one general law, that of suggestion.
In doing this, first will be given a history of hypno-

tism ; then sleep will be mentioned, dream conscious-
ness, duality of mind; and finally an attempt will be
made to demonstrate that through hypnosis and sug-
gestion the different phenomena may be understood.

The history of hypnotism is as old as the history
of the world, for the Chaldean priests, Brahmins and
Parsi practiced this mode of treatment, while in China
the curing of disease by the laying on of hands has
prevailed for ages.
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